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Initial Comments

This report is of a Followup Survey done by Bob
Getchell and Ed Miller on December 10, 2015.

The followup survey revealed that all deficiencies
have not been corrected, therefore a new plan of
correction is required.

Must Have Current San. & Fire Safety Reports

SECTION .0300 - PHYSICAL PLANT

10ANCAC 13F .0302 DESIGN AND
CONSTRUCTION(

f) The facility shall have current sanitation and
fire and building safety inspection reports which
shall be maintained in the home and available for
review.

This Rule is not met as evidenced by:

1. Based on record review, interview with
Executive Director, and Maintenance Contractor,
the facility failed to maintain, a current (completed
within the last twelve months) annual inspection
report(s) required.

Followup Findings on December 10, 2015:

a. Records indicate that the last Sprinkler

Inspection and Testing report in accordance with
NFPA 25 was performed in April 29, 2014.

Bathrooms-Hand Grips

SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0305 PHYSICAL
ENVIRONMENT

(e) The requirements for bathrooms and toilet
rooms are:

(6) Hand grips shall be installed at all
commodes, tubs and showers used by or
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accessible to residents;

This Rule is not met as evidenced by:

1. Based on observation, the facility failed to
ensure that commodes, tubs and showers are
equipped with stable hand grips.

Followup Findings on Dectember 10, 2015:
a. There was a loose hand grips (grab bar) at
the, tub in the Spa near Bedroom 61.

{C 135} Bathrooms-Not to Be Utilized for Storage {C 135}

SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0305 PHYSICAL
ENVIRONMENT

(e) The requirements for bathrooms and toilet
rooms are:

(10) Resident toilet rooms and bathrooms shall
not be utilized for storage or purposes other than
those indicated in Item (4) of this Rule;

This Rule is not met as evidenced by:

1. Based on observation, the facility failed to
ensure that resident toilet rooms and bathrooms
are not utilized for storage or purposes other than
those indicated in rule.

Followup Findings on December 10, 2015::
a) The Spas were being used as storage of mop
buckets, mops, and old dirty furniture.

{C 160} Outside Premises-Clean, Safe {C 160}

SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0305 PHYSICAL
ENVIRONMENT

(m) The requirements for outside premises are:
(1) The outside grounds of new and existing
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facilities shall be maintained in a clean and safe
condition;

This Rule is not met as evidenced by:

1. Based on observation, the outside grounds
were not maintained in a clean and safe
condition.

Followup Findings on December 10, 2015:
b. Awooden board with 4 large nails pointing up
was lying near the building in the Courtyard.

{C 164} Housekeeping and Furnishings-Clean, Repaired | {C 164}

SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0306 HOUSEKEEPING AND
FURNISHINGS

(a) Adult care homes shall:

(1) have walls, ceilings, and floors or floor
coverings kept clean and in good repair;

(2) have no chronic unpleasant odors;

(3) have furniture clean and in good repair;

(e) This Rule shall apply to new and existing
facilities.

This Rule is not met as evidenced by:

1. Based on Observation, the facility failed to
provide necessary equipment to ensure clean
potable water supply.

Followup Findings on December 10, 2015:

b. The bath tub in the Spa near Bedroom 61 had
a hose long enough to reach gray water that was
not equipped with a vacuum breaker to prevent
backsiphonage of gray water back into the
potable water plumbing lines.

2. Based on Observation, the facility failed to
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SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0306 HOUSEKEEPING AND
FURNISHINGS

(a) Adult care homes shall:

(5) be maintained in an uncluttered, clean and
orderly manner, free of all obstructions and
hazards;

(e) This Rule shall apply to new and existing
facilities.

This Rule is not met as evidenced by:

1. Based on Observation, the facility failed to
provide an environment in accordance with this
Rule, by not maintaining the HVAC/ventilation,
grilles and their associated dampers free of
hazards.

Followup Findings on December 10, 2015:

The return HVAC and ventilation grilles and their
radiation dampers have an excessive
accumulation of dust/lint in the following
locations:

a) Dining Room,

b) Laundry.

2. Based on observation, the Building plumbing
equipment was not maintained in a safe manner
by not have properly working or installed parts.
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have walls, ceilings, and floors or floor coverings,
kept clean and in good repair.
Followup Findings on December 10, 2015:
a. The ceiling in Bedroom 48 had a stain and two
large paint bubbles.
{C 166} Housekeeping-Maintained Free of Hazards {C 166}
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Followup Findings on December 10, 2015:
a. The connection of the commode to the floor
was loose in the right Spa.
{C 189} Building Equipment Maintained Safe, Operating | {C 189}

SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0311 OTHER
REQUIREMENTS

(a) The building and all fire safety, electrical,
mechanical, and plumbing equipment in an adult
care home shall be maintained in a safe and
operating condition.

(k) This Rule shall apply to new and existing
facilities with the exception of Paragraph (e)
which shall not apply to existing facilities.

This Rule is not met as evidenced by:

3. Based on observation, the Building was not
maintained in a safe and operating condition,
because the emergency lighting, which
illuminates the egress pathways during power
outages, did not work properly.

Followup Findings on December 10, 2015:

a. Inthe Dining Room ,the emergency lights for
the wall mounted self-contained combination exit
sign/emergency light unit did not work on backup
power when the test button was pushed.

4. Based on observation, the Building was not
maintained in a safe and operating condition,
because the fire sprinkler escutcheon plates were
impaired, exposing openings through the ceiling
that could allow the passage of smoke and heat.

Followup Findings on December 10, 2015:
a. The fire sprinkler escutcheon plate had
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dropped down from the ceiling in the exterior
Mech Room near Bedroom 45.

5. Based on observations, the Building was not
maintained in a safe and operating condition,
because breaches through the
fire-resistance-rated construction invalidated its
integrity.

Followup Findings on December 10, 2015:
a. Unprotected ceiling penetration around
commercial kitchen hood's fire extinguishing
systems pipes/conduits in Kitchen.

9. Based on observation, the Building was not
maintained in a safe and operating condition,
because the corridor doors did not resist the
passage of smoke due to the doors not
positively/automatically latching into their frame
under normal closing force.

Followup Findings on December 10, 2015:
a. The Living Room door had its latch bolt
installed backwards and the door would not latch.

{C 199} Exhaust Ventilation {C 199}

SECTION .0300 - PHYSICAL PLANT
10ANCAC 13F .0311  OTHER
REQUIREMENTS

(g) The spaces listed in this Paragraph shall be
provided with exhaust ventilation at the rate of
two cubic feet per minute per square foot. This
requirement does not apply to facilities licensed
before April 1, 1984, with natural ventilation in
these specified spaces:

(1) soiled linen storage;

(2) soil utility room;

(3) bathrooms and toilet rooms;
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(4) housekeeping closets; and

(5) laundry area.

(k) This Rule shall apply to new and existing
facilities with the exception of Paragraph (e)
which shall not apply to existing facilities.

This Rule is not met as evidenced by:

1. Based on Observation and testing the facility
failed to maintain the ventilation system in proper
working order.

Followup Findings on December 10, 2015:

a. The exhaust ventilation was running but did
not remove the required amount of air in the
Men's Visitors Toilet Room,

b. The exhaust ventilation was not working in
the Med Room Toilet Room,
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